B-scan ultrasonography showed a rounded retrobulbar mass with acoustic hollowness and good sound transmission. CT revealed a 1 -5 cm round, well circumscribed, intraconal mass abutting the globe and the optic nerve superotemporally (Fig 1) . Since the lesion was causing optic nerve compression, pain, and visual impairment, it was elected to excise the mass via a superotemporal conjunctival approach with temporary disinsertion of the lateral rectus muscle. Local anaesthesia was employed because of the patient's advanced cardiovascular disease. At the time of surgery, the round mass was identified but was tightly adherent to the sclera and optic nerve. Intraoperatively, a capsular rent developed and a small amount ofyellow cheesy material extruded from the lesion.
Pathology and follow up Microscopic examination revealed an extensively necrotic tumour (Fig 2) composed of spindle and pleomorphic epithelioid cells some of which contained intracytoplasmic melanin (Fig 3) Perhaps the most puzzling aspect of the case reported here is whether the melanoma was a metastatic focus from an occult primary site or whether it was a primary orbital melanoma. Melanoma metastatic to the orbit almost always occurs in patients who have a known primary cutaneous melanoma, in whom it generally is a part of widespread melanomatosis. Affected patients are often in a near terminal state and their subsequent survival time is usually only a few weeks. The metastatic lesions usually contain epithelioid melanoma cells. Our patient had no history or findings ofa primary melanoma and the necrotic portion of the tumour contained many spindle cells. Thus, we consider it unlikely that our patient had melanoma metastatic to the orbit. Although it is rare for a primary orbital melanoma to arise without pre-existing congenital orbital melanocytosis, we believe that the patient reported here does represent a rare example of a primary orbital melanoma arising de novo, without clinical or histopathological evidence of pre-existing orbital melanocytosis or blue naevus.
Extensive necrosis of the central portion of the tumour in our case caused the lesion to have a cystic appearance on CT. The yellow cheesy material encountered at surgery suggested the diagnosis of dermoid cyst. However, orbital dermoid cysts usually occur in children in a superotemporal anterior location and may be attached to bone.22 They can occasionally occur in the orbital soft tissues, in which cases they are usually located on the nasal side and are lined by conjunctival epithelium. 2224 Based on the clinical findings, histopathological features, and follow up information, we believe that the lesion in our patient represents a highly unusual primary orbital melanoma. The sudden onset of strabismus in a previously normal child over the age of 4 is alarming to the parents. Ifthere are no local aetiological factors it will also be of concern to the treating ophthalmologists aware that this might be the presenting sign of serious intracranial pathology. Typically strabismus secondary to neurological disease will be paralytic but concomitant strabismus is also a recognised presenting feature, especially of posterior fossa lesions. ' Concomitant esotropia not associated with any detectable neurological disorder may also occur in this age group. This has been described as late onset -or normosensorial esotropia2 and is characterised by:
(1) An acute onset of esotropia with diplopia, in some cases initially intermittent for a short period.
(2) A potential for normal binocular function, demonstrable on orthoptic testing.
(3) No refractive error of relevance to the strabismus.
